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IN THE UNITED STATES PATENT AND TRADEMARK OFFICE

BEFORE THE TRADEMARK TRIALAND APPEAL BOARD

PsyBar, LLC, Opposition No.: 91198483

Opposes Serial No.: 85095429

v,

David Mahony, PhD,, AFFIDAVIT OF DAVID C. FISHER

Applicant.

STATE OF MINNESOTA )

)
COUNTY OF HENNEP1N )

I, David C. Fisher, having been duly sworn upon oath, deposes and says:

1. I am an owner and the Chairman of the Board of PsyBar, LLC, the Opposer in the above-

captioncd matter and have personal knowledge of all matters contained in my Affidavit,

2. PsyBar, LLC ("PsyBar"), is a Minnesota limited liability company that was organized in

1995.

3. PsyBar has continuously used the trademark "PsyBar" in commerce since 1995.

4. The trademark "PSYBAR" was registered to PsyBar in 1996. A true and correct copy of

the Certificate of Registration from the United States Patent and Trademark Office is

attached to my Affidavit as Exhibit A,

5. PsyBar provides scientific consultation, including litigation strategy and expert witness

testimony, to forensic psychologists and psychiatrists, health, disability, and workers'
compensation insurers, attorneys, employers and employee assistance programs, and

other members of the forensic and legal communities.

6. PsyBar is the nation's leading and best-known specialist provider of forensic

psychological and psychiatric assessment litigation services.

7. One of PsyBar's litigation strategy services is to standardize and provide consistent

psychological and psychiatric evaluations throughout the country.
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8, PsyBar enters into contractor agreements with psychologists and psychiatrists nationwide

to examine patients and issue reports on behalf of PsyBar. PsyBar contracts with

hundreds of assessing forensic psychologists and psychiatrists across the United States

for this purpose.

9, In 2003> the Applicant, David Mahony, signed an agreement with PsyBar to qualify and

operate as one of PsyBar's independent medical examiners. A true and correct copy of

the 2003 agreement between David Mahony and PsyBar is attached as Exhibit B to my

Affidavit.

10.1 first became aware of the "PsyBarT test developed, advertised and promoted by the

Applicant David Mahony in 2010.

11.1 first became aware of a "PSYBARI" mark application after Applicant David Mahony's

PSYBARJ mark was published for opposition in January of 2011.

12. Based on my extensive experience in the forensic consultation field, both PsyBar and the
PsyBari test are, or utilize, objective psychological assessment methods to provide

assessments of patients in the forensic context,

13. PsyBar has continually used the PSYBAR mark since 1995 to identify the services of
providing personality and other psychological testing; to provide psychological profiles
and psychological record analysis and assessments; to provide custom reports about
recommended resources and treatments associated with a defined set of symptoms and
concerns; and to provide psychological assessment and litigation services, psychological

testing, and psychological testing services.

14. There is significant overlap in the consumer base of PsyBar's services and Applicant
David Mahony's PsyBari test, For example, health care providers, insurers, employers,

employee assistance programs and attorneys rely on PsyBar to identify patients who are
appropriate for surgical procedures or may be eligible for other insurance benefits. Also,
the majority of PsyBar's forensic evaluations and litigation strategy services include and
emphasize objective psychological testing. Applicant's PsyBari test is similar to PsyBar's

testing. These types of objective psychological tests are a routine part of forensic
assessment conducted by PsyBar for its clients and PsyBar has conducted hundreds of
independent medical evaluations for its customers, some focusing on bariatric issues.

15. Both PsyBar and the PsyBari test are, or use, objective psychological assessment methods
to provide accurate assessments of patients in forensic contexts. The PsyBari is ideally
suited to be utilized by mental health professionals as a forensic tool in assessment or

litigation strategy services. In fact, in David Mahony's article titled "Standardizing
Presurgical Psychological Evaluations with the PsyBari Psychological Test, he states that
the PsyBari test is a tool relied upon to determine which patients receive surgical
clearance for a bariatric procedure, Legal disputes commonly arise from these medical
coverage determinations and often result in lawsuits involving the type of litigation

Page 2 of4



support services PsyBar offers. Attached to my Affidavit as Exhibit C is a true and

accurate copy of the article referenced in this paragraph,

16. PsyBar frequently provides litigation strategy services regarding the evaluation and
assessment of sexual abuse, including the preparation of psychological reports and expert

testimony. David Mahoney's article titled "Assessing Sexual Abuse/Attack Histories

with Bariatric Surgery Patients" and poster presentation titled "Validity of Sexual Abuse

Assessments Using the PsyBari," accent the PsyBari's use and significance in these

patient populations. The use of the PsyBari in this context would certainly confuse the

reader as to whether the PsyBari had any connection or affiliation with PsyBar. Attached

to my Affidavit as Exhibit D is a true and accurate copy the article and poster

presentation referenced in this paragraph.

17. PsyBar is a nationally known psychological specialty provider of fitness for duty

examinations. Some of these forensic assessments and evaluations include bariatric

patients who are ideal candidates for the PsyBari test.

18. Employers and Employee Assistance Programs consistently rely on results of objective
psychological tests such as the PsyBari to aide them in making employment-related

decisions. PsyBar provides this same pool of clients with employee evaluation and
litigation strategy services, which virtually always use psychological tests akin to the

PsyBari.

19. The use in commerce of a PSYBARI mark that simply adds one vowel to the end of the
well-known and established PSYBAR mark is confusingly similar and will be extremely
likely to cause consumer confusion as to the source, origin, and endorsement of the
PsyBari test. Given the similarity in style and appearance of the two names, one would
naturally conclude a direct relationship between the two marks, particularly within the
forensic and litigation support services industry where the PsyBar name already enjoys an
established presence and visible name recognition. Because these individuals do not
engage in independent investigation regarding the source of these various objective tests,
it will be assumed that the PsyBari is either a product of or affiliated with PsyBar when
no connection would actually exist between the companies, their products and services or

their marks.

20. The use in commerce of a PSYBARI mark that simply adds one vowel to the end of the
well-known and established PSYBAR mark is and will be misleading to the many

consumers who are aware of PsyBar's existing reputation and professional services.

21. Based on PsyBar's status as the leading and best-known specialist provider of forensic
psychological and psychiatric assessment litigation services, PSYBAR constitutes and is
considered to be a "famous mark" in the forensic and legal communities.

22. The use in commerce of a PSYBARI mark has and will continue to dilute the famous
PSYBAR mark and the appreciable goodwill that it has earned in the legal and forensics

communities since 1995.
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23. The Applicant David Mahony's use of the PsyBari name is an improper attempt to

capture and capitalize on the established goodwill and reputation of the PsyBar mark,
which the Applicant David Mahony has been well aware of since at least since 2003

when he entered into the agreement with PsyBar as set forth in Exhibit B,

24. Two years later, in 2005, The Applicant David Mahony signed up for PsyBar's on-line
education program titled "Psychological and Psychiatric Assessment of Individuals for
Disability Insurers." Attached to my Affidavit as Exhibit E is a true and accurate copy of
PsyBar's administrative training report memorializing this fact.

FURTHER YOUR AFFIANT SAYS NOT.

Date:

Subscribed and sworn to before me this

9T day ot^YjflJi&Ji , 2012.

Notary Public

MCHOLELBOWEN
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Int. Ci.:42

Prior U.S. Cls.: 100 and 101

TT . Reg. No. 1,998,368

United States Patent and Trademark Office Registered sep. 3,

SERVICE MARK

PRINCIPAL REGISTER

PsyBar

PSYBAR^P.L^ (MINNESOTA CORPORATION) TION STRATEGY SERVICES, IN CLASS 42

(U.S. CLS. 100 AND 101).

FIRST USE 6-22-1995; IN COMMERCE

5749 NICOLLET AVENUE SOUTH

MINNEAPOLIS, MN 554192414

FOR: PROVIDING SCIENTIFIC CONSULTA-

TION TO THE LEGAL COMMUNITY,

NAMELY PROVIDING EXPERT WITNESS

TESTIMONY,' VOIR DIRE AND SCIENTIFIC

JURY SELECTION ADVICE, AND LITIGA

6-22-1995.

SER. NO. 75-003,269, FILED 10-10-1995.

SIRINA TSAI, EXAMINING ATTORNEY

EXHIBIT

A
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SECTION 2

Payment for "Consultation Services

Company shall pay Independent Contractor for Consultation Services
authorized by Company as specified in specific work authorization agreement thai
will be given to the independent Contractor at the start of every case. Fees are
nogot;ab|e at the beginning of every case,

independent Contractor shall accept as payment in full for Consultation
Services provided to.Company Clients such amounts as are paid by Company In

■ no event shall Independent Contractor bil! a Company Client for any fees."

SECTION 3

Relationship Between Parties

of independent Contractor, and nothing in ihrs Agreement or otherwise shall oe
construe;] or deemed to create any other relationship, Including ifrat of employment
agencyJ3r joint, venaire. ,. , ,, . , t .\ .

"i his is a non-exclusive relationship, and PsyBar is free lo coniraci with any-
other expert for sarvices.

SECTION 4

Hold Harmless, Indemnification and Liability Insurance
Section 4,1 Independent Contractor Held Harmless and

Indemnification. Independent Contractor shall defend and hold harmless and

indemnify Company against any and all claims, liabilities, damages, orjudofnents
asserted against, imposed upon or'incurred by Company thai arise out of the acts or
omission? of Independent Contractor or Independent Contractor's employees,
agents, or representatives In the rendering of Consultation Services'to a Company
Client or Company Clients,

Section 4*2 Independent Contractor Liability insurance. Independent
Contractor shall procure and maintain, (1) medical malpractice or professional
liability insurance in the amount of One Million Dollars ($1,000,000) per occurrence
and One Million Dollars (81,000,000) aggregate (three million dollars aggregate for
psychiatrists), that covers forensic assessment services, Independent Contractor
shall also assure that ail professionals employed by or under Contractor with

Independent Contractor to render Consultation Services to Company Clients procure
anti maintain such msurance^ unless they are covered under Independent

Contractor's insurance policies.

■ . ; . ... / SECTIONS/. . ,;. ; . : ,-. ,...■ . ,

; tsiame. Symbols, and Service fvlarks

Independent Contractor's. n$met Qualifications, currieuluni vitae.as well as any and

all other information about Independent Contractor's, prgfessiona! career and actions,
may be used end released. t>y Company as necessary. Mos! commonly. PsyBsr

uses this information to present :the Independent Contractor^ credentials to.

prospective clients to promote Independent Contractors andPsyBar's services'
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SECTION 6

Books and Records

Section 6.1 Privacy of Records. Company may, a! its discretion, release a-l

hdepsnden! Contractor records to the Company Client to whom the records pertain
Mowever, both Company and independent Contractor shall maintain the

confidentiality of gff Information regarding Consultation Services in accordance with
professional ethics codes, end applicable statutes and regulations. Independent

Contractor agrees to abide by sil stale and federal privacy Jaws, includinq those
specified by HIPAA, Medical records provided to Independent Contractor shall only
be used for the original purpose for which they v/ere intended. E-mails or other

confidential Information shafl be encrypted

SECTION. 7

Noncompetition

Section 7.1 Noncompetition. PsyBar has a significant investment in
development of referral sources By being selected for our panel, the independent
contractor agrees thai if PsyBar introduces you to a nev/ referral source (one that

you have not worked with before forensicaUy) you will not accept forensic business
from that client, directly or through another company, for two (2) vears after providing
sen/ices -o that referral except Lhrough PsyBar

SECTION 8

Miscellaneous

Section 8.1 Entire Agreement This Agreement constitutes the entire
agreement between the parties in regard to its subject matter

Section 8,2 Governing Law. This Agreement shall be governed by ana
construed in accordance with ihe laws of the state of Minnesota.

Section 8,3 Photocopy. A photocopy of this agreement will bo considr-red
as valid as the original.

Section 84 Malpractice Insurance Independent Contractor authonzes
and raquesis that the professional malpractice insurance company listed below
release sll confidential information regarding the stafus of his/her malpractice

insurance and complete history of malpractice claims directly Is PsyBar LLC The

purpose g' this release is to verify my eligibility for inclusion in trie FsyEarLLC
professional provider network. This consent snali expire after a period of three

from the data of my signature below. Independent Contractor does not recuire
notification each'lime his/her malpractice insurer releases information to PsyBar

LLC. in consideratfon of mis consent, PsyBar and the malpractice insurance carrier
;s released fron* any and &\\ Neb'fity arising therefrom A photocopy of this form .s as
valjd as (he original,

Section 8.5 Board Certification for MD Independent Contractors The

Ir.aepsnderit Contractor, if a medical doctor, certifies that s/he is a board certifiea
psychiatrist. . •



Instance Company Name £. ^<■ cc-h m k: >.$ k L, cie.-* ^i •',,,

Address

(important!) Insurance fax number to send request r^y >j- ru A •'*c>/"^//r '/f 'r'

Teier:-hone number_ _ Policy number^

Section 8.6 Conduct independent Contracioragrge^ to notify Company if

:i^/she has ever, a) had his/her licensed revoked or suspendedjfoeervsop"clipnj6d by
or are being reviewed by any Professional Ethics Body, State Licensing Boarti'jDr-■' :

suspended or revoked, c) received any official reprimand from .any ^rofe^fdria!

organization and/or d) had a hospital or other health care QrgB\00ohfMkice':of ■ \
suspend privileges or invoked probation on his/her activities,. ,,: ,. v ;..;.;/ ■^,:.

Professional services through PsyBar are often rendered m ihe^ontexf• of :li!igafen.

Professional or persona! issues whicft coulo affect the Independent C6nfcractdr"s

credibility in court gre very material to the independent conir^cto'^s status ss a v
PsyBar {&zwa\ source. Except as noted balow, independent c6ntraetQr*^tffte"5:tha

rcj such matters exist that would significantly impact the indepenctei-it Gontfsdors .

cretfitMy Should any other such matters arise. Independent Contracforwiil notifv

Co'npany crompily ; .. -: :

To afiow us \o perform a standard credential review Ihrough the National

Prac&honer Data Bank we request the following information: *■"■": '-'■'- \

Qlher Names Used: N / A

Date of Biirth: ^^^^ ___^__ SSN;

State Licensyra Number: ^ ___

Type of Organizaiion (Choose O'fi.b): ,.

Group/Individual Practice ^

Psychiatric;Hospital,,.,....,.

Rehabilrtation Hospital.;;...

Other (Please Specify),,'tI

• • IN VVf!:"NESS;, WHfcRtOF, ihe parties have executed this Agreement

this . day of , 2003, -

PSYBAR L.UC.

Its
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Clinical Developments and Metabolic Insights in Total Bariatric Patient Care
Volume 7, Number 9 September 2010
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Standardizing

Psyg ii ofbg i cl! Eva1 uatm n s

with the PsyBari

Psychofogica! Test

by DAVID IYIAH0NY, PhD, ABPP

Bjiidtnc Times 2010,7(9) X-XX

Bariatric surgery candidates are required to receive psychological clearaince-'before they
^are^ehgible for surgery In spite o( this requirement, little is"known about psychosocial' %
^complications^ and even less is kndwh abo,ut pi;eclic11ng^comp11catibns Psychologists have'
Ilittle e'mpirical evfdence VfguidaTiVelaiad have resprted/to.using a wide variety of
fassessmentpractice^s 'In an'effort tq standardize tile presurgical, evaluation and
^empirically identify psychosocial contraindications, thevPsyBari was created The PsyBari

is a ite-item psychological test that measures constrCicts^relevant to surgical outcomes
It was designed/specifiqaljy for bariatric surgery^ patients and can be updated as new
information becomes availablei.Reljability studies Yndicate that "it ts a reliable instrument
^Cronbach s(a=0,930, (r>940 for men and 0 927 for women)] Factor analys.s results

>shpw" that both men anld women have six underlyingjactors Some of these factors are
similarjor both genders while^others'are unique, The test can effectively identify

subgroups vvithin-thji.baria'tric- surgery populatio'n.and'itjian accurately predict \
fpsychpsb'cial markers, such as sjiistpry of sexual abuse As further, vrtjrjus done, the goal
jofthVp'syBarMSto'identify'surgical contraindications* including risk for substance/alcohol^
lafiiise, sulcidaj ideation/weighfregain^and to determine if a patient is motiva'id enougn
to complete,surgery ^ % ^ *'/ *. l

^KEY WORDS \ ; **}** *<W ' ' '
Bariatric surgery'-psychologica! evaluation, PsyBari i.
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noi u veal antfei as a lacloi hu

women and publications did nul

lepoit ant,ei as a poslsiugnal

pi obit m fni women, tin sc llPius

wrie lemovecl liom the Jeinale

veision of the l«jst * In this way, as

oui undei standing ol the

postsur^ic:al psydiosocial eflei Is ol

banalnc smgeiy piot^rcsses, the

Psyli.in i an nu irporaii* llu1

chanw.es Al present, the lesl is

updriieci e\eiv two v^ars As

lesiMich elhMis in llns.anM lamp up

.ji\ij moie nseis pmvide delta,

U'visious c rjuld occ in as fio(|Uf<iill\

.us once pei veai

The lesl Hems scales, and

scoun^ can also be modified loi

specific, subgroups since not all

b.matin silicon patients aie Die

same ,\iv\ a meaningful psychological

assessment has lu iocogni7< llwse

diffeieiu f\s foi example, many

studios have found chlleieuces in the

pal terns ol depicssiou between nicji

and women with obesil.v rrius

inrludes I hi finding th/il women aie

more liki h In hj] oil feeling

dppu\ssed because then vu*ighl

impairs Lhen socialfunctioiung while

men i\n* uvu? hi eh to repoii feelniM

d'1! ressed f>ecausfl then weight

mip.ius I hen ph\sj( al abilities *• With

ihese insults, ihe depiession scale

vas milivulnallv conliguied foi each

goud'M so thai it acuialt'ly

mcasiiiLS Lhij undei lying ttuir lures

ol depiession of eac h gender Fulme

studies c,\r clarify if iPsnonse styles,

such tis sc;cial dcsnabiliLv, aie

invol\pd m 11 if se undei lying

Mrw Im«il lilliieiiccs In lh( sp ways,

I hi W\ Han i-'volvfs to im ■ ii poiai e

new Imdinys kitua»j unl'Ialed uems

.ukI/oi consliufls and o\er lime,

m.piove its nveidll ulilit1.

Since the PsvMau was designed

sp( cificallv loi bcDialjic suigLiv

patients, nian<> ol the test's items

will ttive the clinician iiifoinintiun

ihal is normally oblanu'd dunng llu*

clmual mlervifw (Figun'S 1 and 2)

Chun ians can leview p.iueni sf oi«*s

as w.Hl as indmdiial ie*?| o.ises, and

deli) mine which aieas need an in-

d^pUt assessment Toi example,

Ihoie rue Hems ih.it assess Hip

patient s undeistanchnj; of

poslsuigicMl lesponsibihties, slu h as

bi'in^ Inniled lc; eating fnui oi li\e

ounces oi lood Patients that aie not

knouldgeable about ihese

lespc/iisibililies can he 1 uri]u-1!

evaluaiLd dining the mlt')rvirjvv and

i dm ,iied if nr< ( ssan It ir>

uiipoi uinl to iu>ie lint alllvuigh lhij

If st tick's nol ref)lac e ihe r'ced tm a

(linu al miei vu \\, it can fnovide

guidaiup io I lie mteivi^wei as lo

which aieas need lo bij addiossed m

depth

In ouloi to deu lnunc how Ihe

k sjjonse stvles nuiv mflueiice a

pal ii nl s rc.sulls, the PsvRaii

in hidi-s "alidilv indicator hh ludim,

overall lov'l uf denial, endoi sc nienl

ut it^ms intn quenllv endoised by

olluis 'all «)i-noLhing it spouse

stylo (i c , palients who

];iiaclojn]nantlv endoisc J's or :7s on

a 5 poini scalf), anil the

"sonu-Miruos" lespnnsc styles (i e ,

patient's who ];irdoininanllv encloisc-

3's, or Somelunes," on a S-pojui

srti)ij; Sinulai to other pbycholngu dl

tests, clinic ians can iuiei])ifJi lluj

PsvJiaii lesults with an

unilprslarnlmg ul how a patient's

ies])onsH slyle ni.i) have mflueriCLd

theifsulls Foi example, if the

vnlidiU lmlicnUus mrlicate that a

patinit was nn[ eniiif^y forlhcommg

(e g , high lcwels of denial), the

(lmicidii can lnleipiH Uie lesl

lfsulls will this in mind and turthei

piobi foi denial 'lining an nUeivirw

Foi res< an heis, I In- u si can b»j

cikslomii'ed it; lit the needs of then

spenfic lopus Fcesijaicli subiecls

aie nft( n numclated with

quostionnanes and lcsoaii In.is often

do not need lo colled riat.i on the

entire tust Foi example, binge

eating resean has can administei

11 ie biime eating scale items while

leaving out nihpr ltPim thai assess

ronslnn Is th.ii do not leldle lo then

Hjsearth topic In this way, mon*

daiti die iolkclijd lo validate the

lesl and Ihe leseaicJier can use a

iHiable liisliumeril instead m! an ad-

hoi jueaMiie

RELIABILITY AND VALIDITY

The rs\Han has umJeigonc i

scrips oi ichiibilily and vahditv

studies dnd I In* icsulLs are

cik uuiaging "" ''The uveiall

Cioulwoh's a is U fjJU, (0 U40 loi

men and (.) CJ27 foi women, Table 1)

When looking at the individual

subsuiles, 0 uiii oj 11 have good

loliabilih (a -0 70) IL\plo)dtoiy

laclor analyses identided i>i\ laciois

foi each guide.) s i^onio fnctnis weiu

crminiori loi both gondfks, souip

weie uruciut-1 fui each gondei, «md

some consisied of mixed constnicls

The six tailors foi women are

awaieness of paling habits, raily life

pi emblems due io weight, dvsphonc



ffPlJNtfS iilUHll WPU'M WOl^lll-

M'Uili'd nripaii nifjn( sui^nal rijixnjI %,

iiiiil ^\n\{\> fn lings n Idled lo ' fiiniM

The si\ tar I ojc. loi iiu n \m jf

ph\sj< al iiup.iiinu nt viih

di'plf SSIMI, ,\\\,U fMH'S , ()f i\ll II Ik,

habits, c.J) Iv hie pi oblcnis due lo

wui^ht, ml eipei snn.i) «?uppoil wilh

*Ul\lPlV rlbrillt ULMjJll, cHlgt'l, illid

miiltv ferhn^s about < aUng habits

IDENTIFYING SUBGROUPS

As i,in be seen bom the

e\ploialnn facloi analysis, one1 ot

ihe nii'im Imdings Jmm llu*

validation studies js lint male and

femahj p.ilicnis ha\ c diflerenl

ps\cliolo^K al pinhles Additionally,

when loi king al piesui ^i( ril ^

dilli') out ( s b(M\\'( on Ui'' ^end ji s

noun n .iif mo)e ( \pi 1 ji'n r d ,il

(holing innio 'Ii pit sspd, iiioip

sot i \\\) anxious ami moir ItkHv lo

11. pin I .i hjsloi v ol paim al la' ks

PlIiCMCIU f\S V\ O) t lJso I Jlllld

bclvv^fTi p«i 1 if nls iJinl tlist Inqpd a

hisloi\ of sexual abus*1 as cumpaied

lo those lhal did nol disclose a

hislmv ol si KU'il abuse Spr i ilu ill\

patients lhal «l)^cLoscd .i hisloiv ol

sexual abuse vveu mote likely lo

.ilso flisr lose .i hisloiv of phvsual

abuse, psyehologir til in niinnii

pSUlliallH (1 O.lllllf'lll, t\W(\

psvcJuaDiL hospilah/alion In

ciddilion wuiTieii wen- iiinif hi elv

I han nun lo also disc Insi a luslm \

ol sijk id il kltjaljoji Most siudu s

c ii b ii i«u i it Mii^i1) \ palK nls as1 iniK

11i.il lh( si jiaheiti --, ,t 11» .1

honi'iL.uii'Ous •-1"iip fhe-M insults

duns i h.il nu n and *.«»nic n ha\ e

disinu I psvcholo^K a I i tofiks and

thev aKi i niche aw lhal sin^ual

conliaindicaijons nun dilhji

wonN, laMoi1 Lhal plat e men at nsk

Joi pi slsingua) piobh ins nuiv riot

be lh'4 s.uik ones lhal pl.n <j women

al risk

Olh^i Mih^ioups may also pxisI

vviihm I Ik baiMliK suj 4>jiy

fiopulalion sm h as aije ia< ij, and

a.^t o! obi silv unset A ipc ( nL

-ResiUfe

Validity Indicators:

Minimization

I ncongruenf Responses

% T^cores' 10 ? 20
37%

58% ^55 '

30 40 50 60 70 80 90

i" r-~T~ i il

i nr ^i * i

Post-Surgical Risk Factors: ^ "

Dietatary Risk Level 24% ^*42

Emotional/Behavioral Risk Level 10% 36

Interpersonal Risk Level 16% 40^|[",t t

S/A Abuse Risk Level r* ro% ^38 \\yziZ IL "i

Surgical Readiness:

Motivation Level

EMI '

Amount of Medical Problems

Pain Symptoms

Amount of Medications

Medical Anxiety

Surgical Anxiety

Knowledge o\ Bariatric Surgery

Eating Habits:

Awareness of Eating Habits

Binge" Eating

NumbWof Years Dieting

Number of Diets Attempted

Highest Amount of Weight Lost

4/%

62%

0%

62%

48%

33%

31%

21%

24%

33%

47%

31%

7%

54^

33

58-

49

47r
44

42'

49"

4Z

35;

35^

^^-Jo^l^o^:, 30,13*46;^ 50 60y> 70" so 90

Weight Related Impairment:

Social Impairment.

Occupational Impairment

Recreational Impairment

Physical Impairment

Affective Scales:

Weight Related Depression 6%

Weight Related Social Anxiety 21 %

Frustration Tolerance 39%

Anger . 70%.

Guilt/Shame 40%

Emotional/Interoceptive Avvarenes 43%

37

43

48

58

47 .

47

10 20 30 40 50

Ml

2L

Tl

60

|

r
i

i

'70

" I

1

I

1 *

1

80

1

1
|

1 ,

[ "

I

90

j ~
i

- 1 _.
"I ~
-J ' "-,

T

Post-Surgical Concerns;

Post-Surgical Emotional Support 28%

Attitude Toward Medical Staff 51 %

10 20 30

^ ilul fijnidltj baiiMtiif smt<en

ib nndei ajs( 14 are al nsk lor

posiMjijjcnl MinuJp nft( is a f lin* in

Ihi5 fir'M ' D\(j iinpliCiition is lhal

young liMiiiili* |i«il iciils have a

d)i>l nu I ))Oi>liiJi t.iea] (ninpliraliun

ihiU ntvft? l(j he ltlenliiu'ij dining

lhfj I'H sni^Kdl I'V.tlualion

PREDICTIVE ABILITIES

rlhc I'svBjii w.is desi^ied lo b«*

lib)*' Id pi( f lie I wIik h j)diirjnls wnnld

iJpveloj) postsurgir ii) psydiosot lal

pi nblems \n lnli lguing look into lls

pu'diMivn cibiljlifs r jnip wilh the1

rnuil jl^»uI publif iiiifin '"TJns sii)d>

fitcusi d on IFil pa Dents who

disclosf d a hisioiy of sr \ual abusi1

A loftisiiLal u^r<*ssion touruJ lhal for

\v^5iti<'ii, a hisloi) of physical abuse1

and sun Rid) uhMl inn \n odir toe)

sexual abuse sialus ( «>t tpc 1)j HU

/i )ns|oiy (if psychnlnftK ill piobli nis,

psvc hidijjc nieditalions, psydualii'"

liospiiciljzdlion, and ?uiudnl idp.iiifm

prc (Ik ird sexual ,'ibusf sl.ilus

conec 11 v M porccnl f»l I he linn

TliPbu lesullsajf m1i*iMumfi because

allhou^h lbe PsjBan was nol

dijsijjiud lopif-rlK | h pahenl's

sexual abuse status, n seems lo do

I his well Futuuj siudies will for us

an dai living Ihe Psylian's aluhly W>

piedi't specific posisiugK al

psyc hosoc la I problems

UNIQUE PSYCHOMETRIC

CONCERNS

Tin1 results ol iluj validation

sIlkIh" have fmihf ied our

know \(*(l^e aljoul ban.iLii

]> il iciils and helped lo ld

dislmcl sub^ioups They .ilso

ukMilific I psuJiomfhic paifuiK ins

lh.il die unique U» banaliic sui^piv

patients 1^ inlei\iewuig j^alif nls

,ib(;ni their pxpciinn ps when taking

I fit* L(,isl and coiulucting lnis^m^

dala analyses and fact it analyses,

several psj< hornet) ic coiuprns hti\ c

pmnqpd One ol Ihe imluil concerns

is i lie Ipiiftih of lime, it lakes lo

complete Ihe PsvB.ni falicnls

becnnio nicreasmglv lesllcss il lhj

h^st lakes lungr-i than .^0 minute s In

lad, wlu-ii using lon,t;ei tesls, oi a

t ombinnlion oj lesis, palionls often

res);ond In items randonilv (in oidu

lo coiriploit- Llio l^si faslei) oi Ihey

siinplj refuse tu eomplpte all of Ihe

Herns Because ot this the PsvBan

is calibuli'd lo Kike a]ipio\iinalch

'in lninules Lo compleU alLhuiigh

ov( laII ( Dinplelion \uno iantics fiom

I") In (>0 lumuU'S

VnoUiti fonr pin is ihe wu

ot lhe Herius I'aiiPiils have

diJfji ullies vvuh negali\elv

oi douhle-ni-^al.ive items (e 5 , I

haw never been in a psvehialnr

hospilaO Whpn qur<]ied on Lhen

ips'prmscs, prilicnls rt^p'*!t bnn^

lorilused ab(Jiil lh'J wording and

ill en Kwe the lleru blank 01 put an

iia'ofTecl uspoiise I'alienls aLso

complain ahoul items lhal seem Ln



lhi\i' no 11-1tj\,uice lo wi. iL,hi u

billutino suigcMj Fni e\c"imple, v\hfMi

,u.k('«l it ihcv ,m* depressed llu»\

will oftfii ifspond no ami r ompl un

Ilinl this is .m liiimsive ijueslioji UiH

wlicii asked il Ihcv ,ue dcpiessmJ

,'ilioui llu'ir w»iftlii, Mii'j an1 n 1011*

willing lo respond vos I )ijr» lo iln*se

c onsi Minis, the Usl il cms. an* all

wi i(Ujn sjni)>h, dm (llv, :m<l v hen

possjlilc, Ihev li'h'ilc lo the L<>|>j< ol

weitfhl enluig hnbils, oi buiiaiiK

sliit;c»i\ Thus dofjs leave the i^si

vuliir-iable lo sm i«il dr*siiciljilii y

K'Sponso slvles, which will be

i Innlied in fulujo sludies

FUTURE DIRECTIONS

With I he Jesuits ol Ihesc Mini

inline \':iliclation sIikJihs, 11 u* l's\luin

can .uhifvc ils uJinnalf gojl oi

,\((in.iiclv idcnliiving (IjstnuM

» tunji.iiiyd&atignti kuA):vJ'dllV <

sin^('i\ loi caoli piilieni Tho usL

will be «ible lo dc'lenruno which

p.ilients aic -il nt»k foi speciln

]H")Slsin>jir;il i^svchological

b»jhavioial, lnterpVi-sonal, and

medical aclhfieiico problems Tin*;

includes doieimining which patients

,ikj iinhkoly lo g" ilirongli with

siiiM^iy ^iid whit h ones will

eKpiMieiu e si.gnific.inl u^ighl n\tuim
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CONhlDE.NTIAL - PSYCHOLOGIC'-. "f'EST

Patient Name

Demographics

Age

Date Assessed

Gender.

Race/Ethnicity

Language

Obesity Status

Weight:

BMI:

Procedure Choice1

RESULTS -

PsyBari Results esl
Sample Patient

54

7/26/10

Male

Caucasian

ESL/FN

310

49

%Tiles

76%

72%

Gastric Bypass

Psycho-Social History

Sexuai Abuse

Physical Abuse

Substance Abuse

Nicotine"

Denied i

Denied

Denied

(item 83)

(item 39)

^vlojQthly^Use^

Denied"

Eating Disorder History

Obesity Onset

Anorexia

Bulimia

Childhood

Denied ,

Denied

(item 3)

(item 91)

Obesity-Related Medical Problems

Type II Diabetes

Hypertension

High Cholesterol

Sleep Apnea

Asthma

Other Med Problem

NEG

NEG

POS

NEG

NEG

None

MR# 004336 ESL

DOB . 1/3/1956 ,

Education Level Graduate Degree

Employment Status1 Full-Time

Relationship Status

No of Children 1

Diet History

No of Diets- 7

Max Weight Lost. 40

Yes

%Tiles

65%

69%

Mental Health Treatment History

Psychotherapy

Psychiatric Medication

Psychiatric Hospitalizat

Suicide.

on (item 113)

.(item 79) ,

Pain Symptoms

Back Pain

Knee Pain

Hip Pain

Arthritis

NEG

POS

NEG

NEG

Total Pain (1-4) 0 -

Subjective Pain (1-5)

#ofMeds

2

0

Denied

Denied

Denied

Denied

%Tiles

0%

r28%

1 0%

—CONFIDENTIAL TEST RESULTS-.
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T/V^LE .1, PsyBari Scales and Reliability—Cronbach's a

All Items

Faking Good/Malmgering/Denial

Surgical Motivation

Emotional Ealmg Habits

Obesity-Related Depiession Scale

eight-JRelated.Impairment Sdale

Weight Related Social

Impairment

Knowledge^! pS.Dietary

RestTictionsj c , . '•

Substance/Alcohol Abuse

Surgical Anxiety Index

Binge Eating

.814

.892

.683 x

775

^841, 'K' .

.727

518

,617

809

.789

.789

801

.898

J26.'

.726

574

771

787'

.748

823

778

.731

\ * "496

481

818

.802
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1J Abstract

J2 Background Over 177,000 bariatric surgeries were pcr-

13 formed in 2006. Most patients are required to receive

l'J presurgical psychological clearance, although there are no

15 empirically validated psycho-surgical risk factors. In an

Hi cfibrl to establish normative data on suspected risk factors,

17 the present study was conducted to determine if males and

JS females differ on psycho-surgical risk factors.

\\) Methods Subjects consisted of 361 consecutive bariatric

2(3 'surgery candidates undergoing a psychological evaluation

21 in a private practice setting. They, were administered the

22 PsyBari, a test that detects and measures psycho-surgical

23 risk factors, and the Beck Depression Inventory (BDJ-2).

24 Results The results indicate (hat males have significantly

2r> higher BMIs than females (/;--=0.035). Females have tried

20 significantly more diets than males (p<'0.000). Females are

27 significantly more likely to report a history of depression

28 than males (/^O.OOO). Females received significantly

29 higher scores on the PsyBari Depression Index than males

30 (/;<0.00'0.). Females received significantly higher BD1-2

31 scores than males (/;<0.001). Females are significantly

32 more likely to report a history of anxiety than males {p=

33 0.004). Females received significantly higher scores on the

34 PsyBari Social Anxiely Index than males (/;=-0.038).

35 Conclusion The results indicate that males and females

36 differ significantly on suspected psycho-surgical risk

37 factors. Assessments of bariatric .surgery candidates should

3tt recognize that males and females have different baselines

39 for psycho-surgical risk factors. Further research on

D. MahonyCE)

Department of Psychiatry. Lutheran Medical Center,

150 55 St. Suite 2-45, Brooklyn,

New York, NY 11220, USA

e-mn.il: dinahony@lmcme.com

bariatric surgery candidates should report results separated <10

by gender. , 41

Keywords Psychological lest • Bariatric surgery- 42

Depression • Anxiety 43

Introduction 44

Over the past decade, bariatric siugery has become a 15

popular treatment for morbidly obese patients. In 2006 46

alone, an estimated 177,000 patients received this treatment 47

[11. The procedure requires patients to complete a battery of 48

presurgical exams, and most surgeons require a psycholog- 49

ical evaluation. Formal referral questions for the psycho- 50

, logical evaluation are provided to psychologists by surgical 5J

organizations in an effort to help them identify patients who 52

are considered at risk for postsurgical psychological or 53

behavioral problems (PSPBPs) [1J. These standard referral 54

questions are not based on any empirical evidence and may 55

or may not be effective in determining which patients are at 5G

risk for PSPBPs. 57

Since the requirement for psychological evaluations on 5<S

bariatric surgery candidates (BSC) has been established, a 59

great deal of research has been conducted in an effort to CO

identify psychosocial risk factors [2.3]. These efforts have 61

begun to tease apart suspected risk factors, although initial 62

findings suggest that factors previously considered to place 63

a patient at risk arc not necessarily problematic 64

For example, it was initially thought that BSCs who 65

scored'high, on-depression, scales would be at risk for 66

PSPBPs because symptoms of depression would interfere 67

with postsurgical compliance, motivation, and coping 68

skills, Studies have found that, although a: large percentage, 69

of BSCs experience presurgical depression, these symptoms 70

<2) Springer
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71 usually improve postsurgically without any PSPBPs |4, 5].

72 In fact, a study done by Averbukh ct al. [6] found a

7.'3 negative correlation between presurgical depression scores

71 and postsurgical weight loss Instead of depression inter-

75 fermg with postsurgical functioning, there may be a

70 reboiind effect where higher levels of presurgical depres-

77 sion predict better postsurgical functioning.

7S Similarly, a history of sexual abuse was considered (o be

7!) a risk factor, especially for female patients. The belief was

80 that these patients want to avoid sexual attention because it

81 reminds them of past sexual (rauma. So, they use their

N2 weight as a means lo protect themselves from sexual

83 attention. Once they lose weight, they will receive more

S'l sexual attention and experience increased anxiety due to the

,S5 reminder of the past sexual trauma. In spite of these

N(» assumptions, studies have found no increased anxiety or

. .ST.. * .PSPBBs^for#ihj.$4)tQpuJiih^

88 These findings, and others, leave the psychological

8<j examiner in the position of having to grant'or deny surgical

!)() clearance without having much empirical cnteiia as to which

91 patients will experience PSPBPs. In fact, the assessment

02 practices of mental health professionals vary widely for

<j;j bariatric surgery, with no established standards ("9, 10].

9-1 In an effort to address this problem and standardize the

95 bariatric surgery psychological evaluation, the PsyBari was

90 created [11]. The PsyBan is a psychological test that

97 measures variables considered to be important in identify-

08 ing patients at risk for PSPBPs. Jt is a 2J7-item paper-and-

99 pencil test that scores BSCs on multiple indices related to

J(JO psychological and behavioral variables considered to be

JU1 important in bariatric surgery psychological evaluations.

102 This includes a depression and social anxiety index. Using

103 the PsyBari, a wide range of potential psychosocial risk

101 factors can be assessed rapidly. The examiner can review

105 individual items and standardized T scores on each index.

J0(> As pail of the initial standardization process, presurgical

107 norms have to be established for the'PsyBari. This includes

10x determining in what ways BSCs are a heterogeneous

109 population. Previous research on the psychosocial variables

110 considered to be important in bariatric surgery often group

111 the patients together into one homogenous group [5, 13].

112 This is in contrast to a wealth of research that exists on

IK) psychosocial variables involved in nonsurgical obese pa-

114 tients, i.e., obese patients who are not considering bariatric

115 surgery. These researchers have shown that nonsurgical

116 obese patients are a heterogeneous population, with one of

117 the most frequently cited differences being gender. In fact,

JIM the data differentiating nonsurgical obese males and

119. females is so extensive that researchers usually present

120 and discuss these populations separately [14, J5]. For

121 example, researchers have consistently found that nonsur-

122 gical obese females report higher levels of depression and

123 social anxiety than nonsurgical obese males [14, 16].

It would be meaningful to know if BSCs also differ on

variables such as gender. This would allow examiners to

evaluate patients' psychosocial vanablcs more accurately.

Put another way, it is important to know what role gender

plays in presurgical psychological evaluations. We cannot

simply extrapolate findings of nonsurgical obese popula-

lions onto BSCs because these two populations differ in

important ways. For example, BSCs have to have a BMI oi'

35 or above to be eligible for banatnc surgery, whereas

subjects in nonsurgical obesity research may have lower

BMls. '

The present study is focused on determining if gender

subgroups exist within the BSC population as they do with

nonsurgical obese populations. Differentiating BSCs on

psychological and behavioral variables is important because

it may indicate that they have different norms and different

]n specific, the present study hypothesizes that, consis-

tent with the findings in nonsurgical obesity research,

female BSCs will report higher levels of depression and

social anxiety than male BSCs. This is predicted to be

independent of BV1JT and it is hypothesized that male BSCs

will report higher EBMIs than female BSCs. The study limits

the number of PsyBari indices to those that have been

found to show gender differences in nonsurgical obese

populations in an effort to limit the likelihood of a type I

error. The present study also hypothesizes that female BSCs

will have more experience dieting and more experience

with psychological and psychiatric treatment. These varia-

bles were included because their importance is in assessing

dieting experience and willingness to, acknowledge and

address psychological problems.

Materials and Methods

A power analysis was calculated using an effect size of 0.5,

alpha level set at 0.05, and power set at 0.95, resulting in a

sample size q[ 176 subjects [17]. A total of 361 records

were available from subjects who underwent psychological

evaluations for banatnc surgery in a private practice setting

from August 2002 to September 20O6. This included 244

(67.6%) females and 117 (32.4%) males. Ages ranged from

19 to 70, with a mean age of 41.7 (SD=10.8). Subjects

identified their ethnic group as Caucasian (64.6%), African-

American (13.2%), Hispanic (9.9%), Asian (1.1%), Native-

American (0.5%). and other (4.7%)

Subjects were referred from two local bariatric surgery

programs. They were administered the PsyBan. a test that

measures weight-related psychological and behavioral

variables considered to be relevant in-predicting postsurgi-

cal performance, and . the. Beck. Depress ion vlnven tory .^;

(BDJ-2) [18]. Subjects then completed a 1-h semistnictured
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J71 interview The results of llie PsyBan and BDF-2, along with

175 the interview results, determined whether or not the subject

170 received psychological clearance

177 The data were analyzed for normality using the Shapiro

178 Wilk test [19]. Most of the data were positively skewed and

171) did not meet criteria for normal distribution. This is

180 consistent with E3SCY tendency to minimize psychological

18J symptoms. Due to these results, nonparametric tests, the

182 Mann Whitney and Chi Square, were used. The alpha rate

JS3 was set at 0.05.

1S-J Results

185 Regarding weight and eating habits, men reported signifi-

IS6 canlly higher BMIs (/V/-49.20, SD--1.H4) than women

188 Women have tried significantly more diets (/V/=7.75,

189 50=4.08) than men (M=5.48, SD 3 18), (7=8,483.00,

190 p<0.00p-(two-tailed).

19J For"reported levels of depression, women were signifi-

192 cantly more likely to report a history of depression than men

193 (45.7% for women vs. 17.4% for men), ^V2(4, N=341)=

19-J 26.624, /7<0.000. On the PsyBan Depression Index,

195 women received significantly higher scores (M=10.9J,

196 SD=5.\5) than men (A/=X.O1, .S'D=5.10), (7=4,447.500,

197' /;<0.000 (two tailed). On the BD1-2, women also received

HKS bignifiCcintly higher scores (M- 13.13, SD^9.94) than men

199 (A/=9.74, SD~1.11). t/=S,21J .000, /;<().001 (two tailed).

200 For reported levels of.anxiery, women were more likely

201 to acknowledge a history of anxiety than men (23.2% of

202 women vs. 10.4% of men), A'2(4, A'-348.)-8.133, p-

203 0.004. On the PsyBari Social Anxiety Index, women scored

204 significantly higher (A'/=6.77, .90=4.52) than men (/W=

'203 5.58. SD=4.39\ L/=5.959.000, ;;=0.038.

20(i In regards to mental health treatment, women were

207 significantly more likely to acknowledge a history of

208 psychotherapy than men (36.5% of women vs. 15.9% of

209 men) X2{4, W=346)= 15.373, /?<0.000 Women were

210 significantly more like to acknowledge taking psychiatric

211 medicine in the past than men (33% of women vs. J 4.2% of

212 men) A/2(4, ,V=346)= 13.81 3, /?<'0.000.

2 Jo Discussion

2J4 The results show that, similar to nonsurgical obese popu-

210 lations, BSCs should not be considered a homogenous

216 population. BSCs differ significantly, based on gender, on

217 many psychosocial variables routinely measured in psycho-

218 logical assessments. Specifically, female BSCs were signif-

219 .icantly more likely.to acknowledge a..-history of depression

220 and social anxiety. Female BSCs received significantly

higher scoies on the RsyBan depression and social anxiety

indices, female BSCs also received significantly highei

BDI-2 scores Female BSCs admitted to receiving psycho

logical and psychiatric treatment moie than men. Female

BSCs.aJso had significantly, more diet .history than male

BSCs. These differences are independent of weight because

it was t\nuu] that male BSCs have significantly higher BMIs

than female BSCs.

The results show that gender Ls an important variable

when assessing BSCs. Males and females have different

baselines on psychosocial variables, and individual BSCs

should be compared to gender-based norms. Future research

can determine if these gender differences persist after

bariatric surgery and weight loss. Males and females may

have different PSPBPs: different eating habits; different

social adjustments; and,r overall, different reactions to the

™sjli rggi^liitO th e^vv»qncLy,?ma-1e&rnay ta^e^fih^n Uus.ks tfgc tons,,

than females/These differences need to be taken into account

during presurgical psychological evaluations

As more information is obtained on BSCs, future research

will be heeded' to* determine if separate norms sh'oufd'be*

established for other psychosocial vaiiablcs such as SHS,

race/ethnicity, and age. Establishment of these norms will

assist future attempts at determining and measuring variables

that place BSCs at high risk for PSPBPs.
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TREATMENT AND PRACTICE ISSUES

Assessing Sexual Abuse/Attack Histories with

Bariatric Surgery Patients

DAVID MAHONY '

Lutheran Medical CeinIert Brooklvn, New York, LISA

This study assessed sexual abuse/attack histories in 537 bariatric

surgery patients using the PsyBari. 'The prevalence rales found

were lower ('15.5%, 19.3% of women, 5.2% of men) than

other studies that used bariatric surgoy patients but consistent

with studies that used nonbariatric obese subjects. Furthermore,

bariatric surgery patients who disclosed sexual abuse/attack were

more likely to disclose physical abuse, psychological problems,

J)svchological treatment, psychiatric medication, and psychiatric

hospilalizalion. Among bariatric surgery patients who disclosed

sexual abuse/attack, females were more likely to disclose suici

dal ideation. A logistic regression fotu id that forfemales, physical

abuse and suicidal ideation reliablypredicted abuse/attack status.

For males, psychological problems, psychiatric medications, hospi-

talizalion, and suicidal ideation, reliably predicted abuse/attack

status.

KF) WORDS psychological assessment, bariatric surgery, sexual

abuse, PsyBari

In the United States, over 200,000 patients receive bariatric -surgery each

year (American Society for Metabolic & Bariatric Surgeiy'tASMBS], 2010).

Health insurance companies, surgical associations, and, advisory commit

tees have recommended or required- that bariatric surgery, patients (BSPs)
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receive presurgical psychological evaluations (e.g., ASMBS, 2010; National

Institutes of Health fNIH], 1991). These evaluations aim to identify patients

who are at increased risk for a wide variety of postsurgical psychosocial

problems such as depression, anxiety, substance/alcohol abuse, suicidal

ideation, and even spousal jealousy (e.g., Fabricatorc, Crerand. Waddcn,

Sarwer, & Krasucki, 2006). Presurgical evaluations also attempt to determine

if the patients can adhere to strict postsurgical medical, nutrition, dietary,

and exercise regimens.

After the initial NIH recommendations were made in 1991, researchers

began to study the psychological characteristics of BSPs. One of the goals

was to determine if postsurgical psychosocial problems Could be predicted

from presurgical psychological profiles (e.g., Van Hout, Vcrschure, & Van

Heck, 2005). An early focus i-n this area was on patients with a history of

< " -■ * - - •- -' - *sexn:i;ail*a»l5use/ft tt^ ■

^ development of obesity as well as a wide range of other psychosocial prob

es lems (e.g., Gustafson & Sarwer, 2004; Williamson, Thompson, Anda, Dietz,

•"H * ■ >. & Felitti,-2002), Researchers surmised that, patients with a history of sexual

< abuse/attack would have difficulties adjusting to the increased sexual allen-

° lion they receive us they lose weight. Efforts began to assess the prevalence

<M rates of sexual abuse/attack in BSPs, and to determine if those with a his-

<2 toiy of sexual abuse/attack were at increased risk for postsurgical problems

5, (e.g., Briere & Elliot, 2003: Finkelhor, Ormrod, Turner, & Hamby, 2005; Noll,
R Zeller, Trickett, & Putnam, 2007).
22 As part of this effort, studies were conducted to determine if sex-

^ ually abused/attacked patients had less weight loss after surgery when

^ compared to patients who were not sexually abused/attacked. However,

^ no long-term, postsurgical weight loss differences were found (e.g.,-Buser,
^ Dymek-Valentine, Hilburger, & Alvercly, 2004; Clark, Manna, Mai, Graszer, &

-o Kroehta, 2007; Grilo, White, Masheb, Rothschild, c^ Burke-Martindale, 2007;

-2 Larsen cS: Geenen, 2005). Researchers then began to lookqfor well-known

| psychological sequelae of sexual abuse/attack, such as depression, in BSPs

Q with a history of sexual abuse/attack. In this effort, it was found that BSPs -

with a history of sexual abuse/attack had psychological sequelae similar to

that of other sexual abused/attacked populations. In fact, when compared

to BSPs -without a history of sexual abuse/attack/ they had higher levels of

. pre- and. postsurgical depression; higher rates of presurgical physical, verbal,

emotional abuse and neglect; and more postsurgical psychiatric admissions

(e.gi, Buseretal., 2004; Clark etal,,2007; Grilo etal., 2005;;Grilo etal., 2007;

Oppong, Nickels, & Sax, 2006). These findings and others|(e.g:, Carpenter,

Hasin, Allison, & Faith, 2000; Omalu; et ah, 2007; Paolucci, Genuis, & Violato,

2001) suggest that although a history of sexual abuse'/attack does not impair

postsurgical weight loss, it is associated with problems, such as depression, .-

•.which .may impair postsurgical functioning. •
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ASSESSING SEXUAL ABUSE/ATTACK: METHODOLOGICAL

PROBLEMS

o

r-

o

JO

As part of the effort to determine the effects of .sexual abuse/attack

on bariatric surgery outcomes, researchers were confronted with the

complexities involved in accurately assessing whether or not patients had

a history of sexual abuse/attack. In fact, studies reported .such a wide range

of sexual abuse/attack prevalence rates in BSPs, that either the "true" preva

lence rates were different for each study or methodological differences were

causing patients to disclose sexual abuse/attacks at different rates. For exam

ple, a study done by Gustafson and colleagues (2006), usjng BSPs, reported

a sexual abuse/attack prevalence rate of 16% (17% for females, 11.5% rot-

males), while Grilo and colleagues (2005) reported a rate'of 32% (33.3% for

' ftWi1fcts^24TL^

of sexual abuse/attack from studies thai used BSPs as well as studies that

used non-BSPs.

< One reason for the discrepancy of these results- is the lack of standard

ized assessment techniques. When assessing sexual abuse/attack histories

in BSPs, researchers have used divergent techniques, including face-to-

face interviews (Clark et al., 2007), questionnaires (Gustafson et al., 2006),

single questions about sexual abuse/attack (Larsen & Geenen, 2005). mul

tiple questions covering a wide range of .sexual abuse/attack experiences

(Gustafson et al., 2006), use of instruments with known psychometric prop

erties (Gustafson et al.. 2006), ad hoc research instruments (Clark et al.,

2007), assessments that include adult .sexual attacks (Larsen & Geenen,

2005), and assessments that limit the. sexual abuse/attack definition to

childhood experiences (Clark ct al., 2007).

TAHLE 1 Sexual Abuse/Arrack Prevalence Rates in Bariatric Surgery and Nonbariarric

Populations

Authors

Gnloet al. (2005)

Grilo et al. (2006)

\Vilck\s et al. (2008)

Clark et al. (2007)

Oppont; ct al. (2006;

Larsen & Geenen (2005)

Williamson et al. (2002)

Gustafson cr al. (2006)

Bnere & Elliott (2003)

Finkelhor et al (2005)

A'

3-10

137

230

152

258

157

1317

567

I<i42

2030

Subjects

BSP

BSP

BSP

BSP

BSP

BSP

Non-BSP

BSP

Non-BSP

Non-BSP

Total

32.00%

32.00%

31.00%

27.00%

26 70%

23.00%

21.70%

16.00%

15.12%

8.20%

Prevalence rates

Females

33.30%

N/R

36.1Q%

N/R

29.61%

N/R

N/R

17.00%

32.30%

9.60%

Males

2m. 10%

N/R

5 10%

N/R

12 24%

N/R

N/R

11 S0%

M.20%

6.70%

a: BSP = baria'rric .surgery patients; N/R = not reported.
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The difficulties, in accurately assessing sexual abuse/attack prevalence

rates are not Jimited to research using BSPs. Attempts to measure sexual

abuse/attack prevalence-rates-in other populations also report a range of

prevalence rates due to methodological differences. For example, Gustafson

and Sarwcr (2004) conducted a literature review of sexual abuse/attack

prevalence rates for obese, non-BSPs, and found ranges of 11% to 32%

for females and 4% to 14% for males. They concluded that more precise

estimates are impossible to establish since researchers have used divergent

assessment techniques.

Literature reviews and national surveys of prevalence rates of -sexual

abuse/attack not specific to BSPs or obese subjects report similar conclu

sions. Using results of nationwide surveys, Finkelhor and colleagues (2005)

reported a sexual abuse/attack prevalence rate of 8.2% (9.6% for females,

... - *^~ ^ —.r -.-» ^.6%7AW'©^isiTa«](£S^ n62O0^^"'i^Gpoi*t»e^a^j"Rt<&*;0'f^l^l2%-iv--'f' v«w**« ^.*-^;»—.-. -.,..* *.-■«*',,'. *&g

™ . (32.3% for females, 14.2%) for males). These studies also reported that

S prevalence rates varied due to the use of different assessment techniques

^ , (telephone interviews versus mailed questionnaires). , . , ; :

< Several studies were conducted to clarify the methodological problems

° involved in assessing the prevalence rate of sexual abuse/attack. Haiigaard

<M and Emery (1989) found that prevalence rates differed based on the stud-

^ ie.s' definitions of sexual abuse/attack. Corey and Leslie (1997) reviewed

£ 16 cross-sectional surveys and found that differences in sexual abuse/attack

^ definitions and response rates accounted for 50% of the observed variabil-

2^ iiy in prevalence estimates. Fergusson, Morwood, and Woodward (2000),

^ using a test-retest design, with a latent class analysis, found the best fit-

iX ting model suggested that false positives did not occur, but subjects that

^ were sexually abused/attacked had a false negative rate of 50%. r These

^ findings suggest that reported prevalence rates for .sexual abuse/attack

-o are heavily dependent on methodology and subject to high false negative

| rates. ' , ' ,

o

O

ASSESSING SEXUAL ABUSE/ATTACK: PATIENT VARIABLES

Part, of the difficulty of accurately assessing sexual abuse/attack preva

lence rates are patients' feelings, beliefs,-and assumptions about disclosure.

Haugaard and Emery (1989) identified somq of the reasons that patients do

not disclose sexual abuse/attack, including embarrassment, fear of stigma-;

tization, ancl avoidance of dysphoric memories. In fact,, clinicians have

long known that the disclosure of sexual abuse/attack is a delicate and

complicated matter that takes time and has to be handJed with tact (e.g.,

Paine & Hansen, 2001). In psychotherapy, these.disclosures can unfold
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over long periods of time and require a strong therapeutic alliance. In'coiv

trast, presurgical evaluations have limited time where it is often difficult to

establish,the level of trust and rapport needed for this type of disclosure. In

addition/disclosing sexual abuse/attack in presurgical evaluations differs in

an important way from olher settings. Specifically, BSPs may be concerned

that if they disclose a history of sexual abuse/attack they will hot receive

psychological clearance for surgery. <

Anecdotally, some BSPs have expiessed concerns about disclosing sex

ual abuse/attack. They do not see" how it is relevant to surgery, they are

concerned that disclosure could lead to surgical rejection, and they feel

that the topic is unnecessarily intrusive. Some patients see no benefit in

disclosing sexual abuse/attack while at the same time they see no harm

in withholding such information. Given these dynamics, it can be difficult

rsi * safe enough to disclose a history of sexual abuse/attack. For this reason, it

§ - is probable that many patients withhold disclosure of sexual abuse/attack

•"c . - during these .evaluations.

< It is important to note that most of the research using BSPs, reported

o previously, does not report the details of how the assessment of sexual

^ abuse/attack was introduced to the patients. Were the patients given any

o explanation of why sexual abuse/attack was being assessed and how this

jl information might affect Mirgical clearance? The two studies that did report
P this information (Oppong el al., 2006; Wildes, Kalarchiati, Marciks, Levine,

<£ & Courcoulas, 2008) informed the patients that the assessment of sexual

^ abuse/attack was independent of surgical clearance. Interestingly, these two

^ studies also reported prevalence rates of sexual abuse/attack that were

^ higher'than most other studies using BSPs (26.7% and 31% respectively).

These results raise concerns that BSPs may feel safer disclosing sexual

abuse/attack only after they are specifically assured that, it will not affect

-2 surgical clearance

CURRENT STUDY

The current study seeks to determine the sexual abuse/attack prevalence

rate in BSPs using the PsyBari, a psychological test designed specifically

for bariatric surgery evaluations (Mahony, 2010a). The attained rates were

compared to previously reported studies that used BSPs as well as to

studies using obese, non-BSPs and studies using the general population.

Additionally, similar to previous findings, it \$ hypothesized that BSPs who

disclose a history of sexual abuse/attack will be more likely to disclose

histories of physical abuse, psychological problems, psychological treat

ment, psychiatric treatment, psychiatric hospitalization, and suicidal ideation

(Clark ei al., 2007; Grilo et al., 2005; Gnstafson et al., 2006; Wildes et al.,
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2008). These factors were then entered into a logistic regression equation to

determine? their ability to predict sexual abuse/attack status.

METHOD

Pmeed ure

Institutional review board approval was received for this study. ThLs was a

retrospective study that used existing data, so,consent was not obtained from

patients. Patients seeking psychological clearances for bariatric surgery were

administered the PsyBari in a health clinic, surgeon's office, hospital office,

or private practice setting. They were given the PsyBari by a receptionist or

psychologist and asked to complete the test in the waiting area. They were

jg

O

^ Measure

<" The PsyBari is a psychological test designed specifically for bariatric surgery

^ evaluations (Mahony, 2010a). It measures psychological and behavioral

<M variables considered to be important in identifying patients at risk for post-

^ surgical psychosocial problems. It is a paper and pencil, test that collects

^ information on the patients' physical and mental health, substance/alcohol

^ abuse, diet, and weight loss histories. The PsyBari items used for the current
22 study are shown in Table 2. The item assessing sexual abuse/atiack was

# worded to include abuse and attack since feedback from patients indicated

^ that they.considered the word abuse alone to only include childhood sexual

^ abuse. ■ -* . . .

^ The PsyBari includes statement? that encourage patients to be honest

*o when answering test items and to assure them that acknowledging psy-

— ehological concerns will not automatically disqualify them from bnriatric

| surgery. For example, before answering the questions regarding their mental

° health history, the patients were provided with written instructions regarding

potential disclosures.

TABLE 2 PsyBari Items

Have you ever had any emotional or psychological problems such us depression or

anxiety?

Have you ever been neated by a psychologist, psychiatrist, marriage counselor, or

social worker? j

Have you ever taken medication for anxiety, depression, stress, oi any other

psychological problem?

In the past. I was physically abused by a parent, spouse, oi partner.

In the past, things were so bad I thought about suicide.

1 don't talk about it. but J was the victim of sexual abuse/attack.

In the past, 1 was treated in a psychiatric hospital

ii?/:.
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Subjects ' *

Subjects consisted of 738 consecutive BSPs who were administered the

PsyBari between October of 2006 and October of 2009 J>aurfrom'12 (l'.62%)

female patients were not inciuded bec.iuse they did not answer the sexual

abuse/attack item. The reason that these patients did not answer thus item

is difficult to determine although it is not necessarily indicative of sexual

abuse/attack .status (Mahony, 20101V). Additionally, data from 153 (20.73%)

patients were not included because English was not their primary language

and they indicated difficulties reading and/or understanding the test- Data

on 573 patients wtre available for analysis, including 419 females (73-12%)

and 154 males (26.88%). This included 381 Caucasians (66.49%), 102 African

Americans (17.80%), 68 Hispanic (11.87%), and 22 classified as other race

(3.84%). Ages ranged from 17 to 67, M = 40.14.
V-.S5tt*J$*rf*«f- - * ri.-sfri^s» ^.-^ '.|»'fn(. >■-(( ^r. ,

O

.9 RESULTS

§ Prior to the statistical analyses, data entry was hand checked for accuracy.

^ Data were then separated by gender and examined through various

£ Statistical Package for Social Sciences (SPSS) programs for missing val-

«, ues and fit between their distributions and fhe assumptions of multivariate

[? analysis (SPSS, 2003). All statistical analyses were clone separated by gen-
£5 dor 'since sexual abuse/attack prevalence rates differ between genders

2 U\*?-, Wildes et al., 2008), and psychological variables relevant to sexual

~ abuse/attack sequelae, such as depression, also differ between genders

2, (.Mahony, 2008). ' .
£ Shapiro-Wilks tests for normality were significant for all variables, on all

"S "tests (7; < .001). Since the variables aie all dichotomous, transformMtion is

B difficult, so statistical analyses robust to normality violations, chi-square and

I < logistic regression, were used (Tabachnick & Fidell, 2007).
o

O

Sample Size Analysis

A sample size analysis for nonparametric tests was conducted using GPower

with d = 0.2, a = 0.05. power (1 - ft) = 0.95, and df — 1 resulting in a

sample size of 325 (Erdfeldcr, Faul, & Buchner, 1996). Given that there were

419 females and 154 males, the statistical tests for females arc overpowered

while those for males arc underpowered.

Sexual Abuse/Attack Prevalence Rates

Using the PsyBari, the overall prevalence rate of sexual abuse/attack

obtained, was .15; 5%. For females, 81 out of 419 (19.3%) disclosed a -history of
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sexual abu.se/aUacA, while for males, 8 oul of 154 (5.2%) disclosed a' history

of sexual abuse/auack.

Chi-Square Analyses for Females

Females who disclosed a history of sexual abuse/attack were significantly

more likely than females that did not disclose abuse/attack to also disclose

histories of physical abuse, X2( 1, A' =■ 417) = 57.117, p < .00J, psychological

problems, X2(l, N = 417.) =J1.272, /; = .001, psychological treatment,

X2(l, N ='417) = 14.088, p < .001, p.sychiatric medication, X2(l, A' = 418)

= 13.678, p < .00J, psychiatric hospitalizatibn,' X2(J, N = -1J6) = 9.382,

p = .002, and suicidal ideation, X2(l, N = 415) = 36.857, p < .001

O

o

o

r-'
oo

Chi-Square Analyses for -Males - . -

Males who disclosed a history of sexua! abuse/aitack were significaiu.ly more

likely than males that did not disclose abuse/attack to also disclose a his

tories of physical abuse, X2(ls /V = 1,54) = 7.597, p = .006, psychological

problems. x'2(l, N = 153) = 10.276,p = .001, psychological treatment, X2(l.
;V = 153) = 6.073, p = .014.), psychiatric medication, X2(l, /V = 153") =

16.396, J) < .001, and psychiatric hospilalization, X2(l, N = 153) = 23.185,

/; < .001. They were not more likely to disclose a history of suicidal ideation,

X-(J, A''= 153) = 3.037, p = .081 (Table 3).

TABLE 3 Chi-Square- Res u I is

-a

O

o

Q

Sex ahiusc No sex abuse A'*'

Females

•I lisrory

f-I-isiory

Misiory

1 Iistory

I lisrory

Hi.siory

Mules

I lisrory

History

Mistory

History

1 listory

Hisiorv

of Ph\ sical Abuse

of" Psychological Problems

ol Psychological Treatment

of Psychiatric Medication

of Suicide'Ideation

of Psychiatric Hospiuilizaiion

of Physical Abuse

of Psychological Problems

of Psychological Treatment

of Psychiatric Medication

of Suicide Ideation

of Psychiatiic Hospiializaiion

•18 ('59.3%)

01 (79.0%)

<") I (63.0%)

m7 (5S.0%)

W (-17.5%)

13 CJ6 3%)

■1 c50.0%)

8 (100%)

6.(75.0%)

8 (100%J

3 (37.5%)

>\ (50.0%)

61

198

134

120

54

20

20

61

A7

'i'i

21

7

(18.2%)

(58.9%)

(39.9%)

(35.6%)

('16.1%)
(6.0%)

(13-7%)

(-12.1%)

(32-i%)

(30.3%)

(l'i.5%)

(A.H%)

5^-t 17

1 1.272

M.0S8

'13.678
36.857

9.382

7.597-

10.276

6 073

16.396
3.037

23.158

000

001

.000

000

000

002

.006

001

.014

.000

.081

.000
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Jx)gisijc Regression Analysis for Females

A direct logistjc regression ana lysis was performed for JenialcS with sex-

Lial abuse/ntinck as the putcome wiih .six psycho.scK'ial predictors: histories

of physical abuse, psychological problems, psychological treatment, psy

chiatric medicine, psychiatric hospitalization, and suicidal ideation. Eleven

cases with missing values were deleted from the analysis, leaving 408 cases.

A test of the full model with all six predictors against a constant only

model was statistically significant, X2(6, i\r = 408) = 63.638, //< ..001, indi

cating that the predictors, as a set, reliably distinguished between female

patients with and without a history of sexual abuse/attack. Table 4 shows

regression coefficients, Wald statistics, and odd*> ration for each of the six

predictors.

. The Wald criterion indicates that histories,of physical abuse and suici-

dal ideation significantly predicted sexual abuse/attack status. A follow-up

stepwise logistic regression was conducted with physical abuse and sui

cidal ideation entered in step one followed by psychological problems,

psychological treatment, psychiatric medication, and psychiatric hospifaliza-

tion entered in step two. As expected, the first step was significant. X2(2,

A* = 408) = 61.140,/? < .001 against the model. Adding the second block

TABLE 4 Logistic Res'ivssion Nesulrs lor IVmnks

00

_O • • •

-o

-o

_o

1 :
6
i^S ■
1—1

History of

Physical

Abuse

Hisiory of

Suicidal

Ideation

History of

Psychiatric

Mcclicarion

History of

Psychological

Pioblcms

Hisiory of

Psychological

Treatment1' '■'

I listor^ of

Psychiatric

1 lospitalization

(.Constant)

13

I."483

980

-.31^

- 200

-.033

- 008 .

-2013

.292

.314

.370

. .395

347

. .455

-.30 J

Wald

A'-' test

2S.7.81

9.75-1

724

.256

.009

.000

"'.44.672

Sig.

.000

.002

^95

.613

.925

.98v

' .000 ■ .

Odds

ratio <

4 405

2.664

730

819

.968

.992

134

^5('/o c

in re it;

. Lower

2.485

1 440

.353

378

.490

-107

Confidence'

i\\ for odds

ratio

. Upper

7.80S

4.927

1.50"

1.7^5

1.911

2.--I1S

X- ' .?. .■*f.Jt!jri$
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did not improve ihe" results X\4 'N = 408) = 2.457,'//='.645! These

results confirm'that a history of physical abuse and suicidal "ideal ion-are

ihe'onlv statistically "sigmficant pTcdi!ioi\s of sexual ffbu.se/ntrnck Status for

female' BSPs. Classification was belter t'han chance with '32.9% of the sexu

ally abused/attacked and 93.9% of those who denied abuse/mtack correctly

predicted for an overall success rate of 82.1%.

\ 5

o

CN

o

3

Logistic Regression Analysis for Males

A direct logistic regression analysis svas performed with male subjects on

sexual abuse/attack as the outcome' with six psychosocial p'redictpis: his-

lories *6f physical abuse, psy'clYological problcm's/psyehofogical treatment/

psychiatric medicine, psychiatric hospita'lization, and suicidal ideation. TTiree

:)TniiTeaniily^i:sTcaviiTg i?i ca

A lest of the full model with alfsix predictors against a constant only*

model was statistically significant, X2(6, N — 151) = 29.160, p < .001, indi

cating that the predictors', as'a-set^reliably distinguished'hetween 'male BSPs

with and without a history of sexual abuse/attack. Table 5 shows_ regression

coefficients, Wald statistics, and odds ratios for each of the six predictors.

The Wald criterion irklicat.es that only psychiatric hospitalization significantly

predicted sexual -abuse/attack status.

TAHLE 5 Logistic Regression Results for Males

O

\ ■ i

History .of

P.svdiijtiic

1 lospirali/ntion

1 li.sroiy of

Physical

Abuse

Ilisroiy of

P.sv'c hological

Treatment

1 It story of

Suicidal

Ideation

1 Ikstory of"

Ps\'chological

Problems

111story of

I\sychiatnc

Medication

(Constant)

B

1.979

1.100

1.367

213

-16 732

-L8J95

_ -) c) ] 5

S.E.

1.1M0

1.102

1.072

3612.507

y\ 33.785

.<S32

Wald

X2 test

•i 367

I HI 2'

1 vi 0

0A0

000

.000

12 261

037

.178

21,5

8-12

996

996

000

Odds

ratio

7 233

f.056

3 92S

1 23«S

000

.000

05'i

yS'J-'u Confidence

inteival for odds

ratio

Lower Upper

; 1 131 , 'i0.26~

528 31.150

' 'i53 3^i 023

151 10.117

000

000
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A follo\v'-u|V stepsvise logistic regression was "conducted with psychiatric

hospitalization enLcrcd.in step 1 Followed by physical ab.usc, psychological

treatment, suicidal ideation; psychological problems, and psychiatric med

ication entered in step 2. As expected, the first step1 was sigrvifica'nt, X-(5,

Ar = 150) = 11.775, p = .001, against rhe model. Adding the second block

also significantly improved prediction, X"(5, /V = 150) = 16.915, p = .005,

indicating that psychiatric hospitalization alone is not the best predictor of

sexual abuse/attack status for males. . . ,

An additional stepwise logistic regression was performed writh psychi-

atric hospitalization, psychological problems, psychiatric medications; and

suicidal ideation entered in step 1 and physical abuse and psychological

treatment entered in step 2. The first step was1 significant-, X2(/i, /V = 151)

= 26.203, /; < .001. The second step was not significant X2(2, N = 151;

fN ual abuse/attack for males resulted from the combination of psychiatric

S hospitalization. psychological problems, psychiatric medication, a'nd suici-

-r5- ,- clal ideation. Classification was better than cha-nce with 25% of the sexually

< abused/attacked and 97.9% of those who denied abuse/attack correctly

o predicted for an overall success rate of 94%.

DISCUSSION

Prevalence Rates

The results of the present study show that 15.5% of BSPs disclosed a history

of sexual abuse/attack (19.3% of females; 5.2% of males) using the P.syBari.

These rates are lower than most of the previously reported prevalence rates

lor BSPs and more consistent with the reported rates of obese, noribariatric,

and general populations (see Table 1).

: * Comparison with other studies that used BSPs is difficult since most

of those studies did not report the details of how sexual abuse/attack

was assessed or whether patients yvcre given instructiohs that might lower

or raise their threshold of disclosure. Interestingly, the two studies that

reported some of this information (Oppong et al., 2006; Wildes et al., 2008)

informed patients that disclosure would not lead to surgical rejection, and

they reported some of the highest published sexual abuse/attack rales using

BSPs (26.7%) and 31% respectively)

Since Oppong and colleagues (2006), Wildes and colleagues (2008),

and the PsyBari all informed patients that disclosure would not lead to sur

gical rejection but received different disclosure rates, something more subtle

within the methodology may have led to these differences. For example,

the manner in which the instructions were presented to the patients may

have influenced their decision to disclose or withhold a history of sexual

abuse/attack. The PsyBaiTs instructions are read by the patient while they
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uikc the test' and do not specifically address'sexual nbuse/auack. Oppong

iincl colleagues (2006; and Wildes and colleagues (2008)* £avc no.-'details

about ihc -instructions they used- or how these instructions were presented

to the patients, although they may have presented them verbally'during rap

port building face-ro-face interviews and thereby received higher disclosure

rales.

Although it is probable that patients' willingness to disclose a history

of sexual abu.se/attack is affected by the assessment technique used, the

patients' assumptions about disclosure, the information they are given about

disclosure,'and the rapport that has been established with the interviewer,

the possibility does exist that the different prevalence rates elicited in these

studies is due to "true" differences in the samples' of sexual abuse/attack

prevalence rates. For example, these studies may have used samples from

variables would be helpful in future studies.

H is interesting to note that in the current study, '.12 female patients

... did nor answer-the-item on sexual* abuse/attack and-,were -not -included in-

< the analyses. If all 12 patients were sexually abused/attacked, the overall

° .prevalence rate for this study would rise from 15.5% to J7.26% and:the

^ rale for women would rise from 19.3% to 21.57%. This would 1.7c a dramatic

<2 change and highlights how small numbers of patients can change prevalence

^ rates dramatically. In spite of this, it is not necessarily the case that all 12

^ patients were sexually abused/attacked. As described in the validation .study

22 (Mahony, 2010b), when patients were queried about items left blank, they.

^ usually responded that they did. so because the item did not apply to them.

^ . Overall, these results indicate that the KsyBari's written instructions
r— ' '

^ informing patients that disclosure will-not lead to^surgieal rejection.,is .not,

^ sufficient to elicit disclosure rates equal to those obtained by other stud

's ies. This indicates that BSPs are prone to underdisclose a history of sexual

abuse/attack using the PsyBari. Future versions of the PsyBari may obtain

higher disclosure rales by using specific instructions about disclosing ;i his-

tory of sexual abuse/attack instead of the broad instructions that it now

includes. Higher disclosure rates may :ilso be obtained if verbal reassurances

are given from the surgical staff and the psychologist about the intent of-the

psychological evaluation so that patients feel more comfortable disclosing a

history of sexual abuse/attack.

Future research in this area should report details about instructions

patients are given regarding disclosure and the conditions in which the

instructions are presented so that we can have a better understanding of

the patients' assumptions about disclosure. Additionally, studies are needed

to clarify the assumptions that BSPs have regarding sexual abuse/attack dis

closure and to compare and contrast assessment techniques. In this way, we

could determine which assessment techniques are most effective in getting

BSPs to disclose a history of sexual abuse/attack.
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Clinically. BSPs, who disclose a hisroiy orabuse/aitack should be'codn- *

seled on how this could affect their posisurgical functioning. Most important,

they should beinformccl-that they arc likely to receive increased sexual

attention as they lose weight, and this has the potential to trigger traumatic

memories. Patients should be made aware of all postsurgical mental health

treatment options available so they are knowledgeable about their choices

ii they do experience any difficulties.

Further Analyses

Chksquare analyse^ confirmed that male and female BSPs who disclcxsed :\

history of sexual abuse/attack were more likely than those'that did not clis-

2 abuse, psychological problems, psychological treatment, psychiatric trent-

S ment, and psychiatric hospitalization. Additionally, females that disclosed

^ ■ • a history" of-se-xual* abuse'/attack; but not males, were-more likely to also -

^ disclose a history of suicidal ideation ("'able o)

° These results ad.d depth to our understanding of sexual abuse/attack

<M histories in BSPs in two ways. They present the possibility that sexual

^ abuse/attack is best viewed as a part of a cluster of variables instead of an

r^ isolated variable, and they expand our understanding offender differences :

^ within BSPs. Since disclosure of a history of sexual abuse/attack is likely to '

2 be accompanied by disclosure of exposure to other psychological trauma,

^ , psychological problems, and/or mental health treatment efforts, it may be

in more meaningful to create a composite variable that includes all of the above

^ variables. The benefits of a composite variable would be twofold. It would "

^ be clinically meaningful to combine these Variables since they are all con1

"o cerns in presurgical evaluations and, since sexual abuse/attack is inherently

-§ difficult to assess, a composite variable would increase psychometric^ relia- .;

I bility. Future research efforts looking for variables that predict postsurgical ''
Q outcomes should consider creating composite variables and determine if,"

they are more useful than a single variable, such as a history of sexual

abuse/attack.

The chi-square icsults also show that among the BSPs that disclosed

sexual abuse/attack, females are more likely than males to also disclose a

history of suicidal ideation. This is an important finding, especially given the

fact that female BSPs under age 23 are at risk for postsurgical suicide (Onvalu r

et al., 2007). ft raises the possibility that female BSPs who disclose a history \

of sexual abuse/attack are also at ntk for postsurgical suicidal behavior

and it adds to our understanding of possible etiologies of these suicides.

Clinicians should conduct additional assessments focusing on these issues

with female patients that disclose a history of sexual abuse/attack and take

appropriate measures.
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The logistic regression results indicate that for females, a history of

physical abuse and suicidal ideation reliably predicted sexual abuse/attack

status. For" males: the inost reliable"picdictirrn of sexual abirse/attack sta

tus resulted frgm the combination of psychological problems, psychiatric

medication, psychiatric hospitalization, and suicidal ideation. These results

further confirm that an isolated assessment of sexual abuse/attack may not

be the best approach during presurgical interviews and adds more evidence

of gender differences. These results also present the possibility of using

other variables to predict the likelihood that a patient b not disclosing a his

tory of sexual abuse/attack when in fact, he or she has a history of sexual

abuse/attack.
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